Detection and removal of adenomatous polyps may prevent the development of colon cancer and reduce cancer-related mortality. 1 Screening and surveillance are important based on evidence showing that interval examinations prevent interval cancers and cancer-related mortality. Post-polypectomy surveillance colonoscopy is crucial in preventing advanced adenoma and cancer. The British Society of Gastroenterology updated their 2002 surveillance guidelines in 2010. The guidelines divided patients into 3 groups according to the following risk stratification: low risk (1-2 adenomas <10 mm), intermediate risk (3-4 small adenomas or 1 adenoma ≥10 mm), and high risk (>5 small adenomas or ≥3 adenomas with at least 1 being ≥10 mm). 2 According to guidelines in the United States, patients who have only 1 or 2 small adenomas (low-grade adenoma) <10 mm in size are recommended to have a 5-10 year interval between polypectomies, and those who have several (<9) small adenomas (low-grade dysplasia) <10 mm in size are recommended to have a 3-year interval between polypectomies. Patients with many adenomas (>10), those with 1 or more adenoma ≥10 mm in size, or those with high-grade dysplasia are recommended to undergo a more intensive surveillance strategy. 3 The surveillance colonoscopy interval is based on risk stratification according to the number of adenomas, maximum size of polyps, and histopathologic findings of all resected lesions. [2] [3] [4] [5] Among the 3 risk stratification factors, polyp size is the most subjective factor. Generally, polyp size is visually estimated by endoscopists during colonoscopy; therefore, there is a possibility of incorrect size estimation. Since the appropriate timing for subsequent colonoscopy surveillance is largely reliant on the accuracy of polyp size estimation during colonoscopy, accurate measurement is crucial. Studies conducted to date on the measurement of polyp size have shown both, overestimated 6-8 and underestimated [9] [10] [11] results.
Overestimation of the size of adenomatous polyps may result in a short surveillance interval, which requires patients to undergo surveillance colonoscopy more frequently. More frequent surveillance colonoscopy causes some problems. Colonoscopy is an invasive procedure with a small but significant risk of major complications, either from perforation (2% with excision and 0.06% without excision) or from post-polypectomy bleeding (0.2%-2.7%, depending on the lesion size). [12] [13] [14] When surveillance colonoscopy is performed frequently, a heavy burden is conferred on the endoscopy services, leading to considerable medical expense.
In the current issue of Clinical Endoscopy, Pham et al. investigated the accuracy of visual estimation of the size of small adenomatous polyps (>6 mm) by endoscopists, by comparing the visual estimation with the pathologic measurements of the same polyps. 15 The study proved how mis-sizing of adeno-matous polyp influences the surveillance interval.
Although it was a retrospective study, it presented some highly remarkable and valuable results; however, there are also some factors that must be considered.
First, the authors reported that adenomatous polyps were clinically mis-sized in 56.6% of the cases, with a considerable variation in the sizing of polyps reported by endoscopists. In their analysis, 55% of the polyps were overestimated, whereas 1.6% of the polyps were underestimated with respect to size. According to the article, 18% of all adenomas reviewed resulted in inappropriate surveillance recommendations. In most mis-sizing cases, the pathologic size of the polyps was smaller than their endoscopically estimated size (9.3 mm vs. 4.9 mm), indicating overestimation of the polyp size during endoscopic evaluation. From the result, 22.4% of the patients whose polyps were mis-sized received an inadequate surveillance interval. On the basis of these results, it can be speculated that colonoscopy was frequently performed however, unfortunately, the reasons were not indicated. Moreover, the same question remains for 10% of the non-mis-sizing cases, as inappropriate surveillance was also recommended for them.
Among 6 endoscopists, 3 mis-sized 60% of the polyps and the other 3 mis-sized <40% of the polyps. It is not known whether the discrepancy between the 2 groups is due to the different method or different colonoscopic equipment used for polyp sizing.
Second, the accurate assessment of polyp size during colonoscopy is difficult and challenging; therefore, it is also important to use a method that correctly measures the polyp size.
In real clinical settings, the following 3 methods are used for measuring the size of colon polyps: visual estimation, use of biopsy forceps, and use of a calibrated hood or probe. 16, 17 Measurement of polyp size is difficult even with the use of several instruments. In addition, an inter-observer difference exists. The discrepancy may be due to differences in visual estimation among endoscopists. Even when instruments are used, it is still difficult to align the forceps in the direction of the actual diameter of the polyps. The morphology of the polyp also contributes to the incorrect measurement of its size. 7 In this study, about 57% of the mis-sized group were sessile polyps; therefore, it can be assumed that mis-sizing can also be dependent on the shape of the polyp.
Several problems must be overcome to obtain a precise measurement of the size of the polyps. When measuring the size of the polyps, there are some restrictions regarding the instruments that can be used for this purpose. In addition, the actual measurement of polyps with instruments can be more time consuming than visual estimation, and may be associated with some technical difficulties. Therefore, more studies should be conducted to find appropriate and easy methods for the exact measurement of the size of polyps in the future.
Finally, the main advantage of this study was that the authors investigated polyps 6 mm or more in size, which have not been studied to date. The size of the polyps was overestimated, which resulted in inappropriate surveillance intervals. On the basis of the results, the authors suggested that the polyp size measurement after resection, as recorded in the pathology report, should be used to determine the appropriate timing of subsequent surveillance colonoscopy. Evidently, the measurement of size during pathologic examination may be the most obvious and accurate method.
However, there are no studies on the possible follow-up colonoscopy guidelines according to the pathologically measured polyp size. Most previous guidelines were based on endoscopically measured sizes. In the US guidelines, proper measurement methods were not specified, whereas the UK guidelines use endoscopically measured sizes. Therefore, determining the surveillance colonoscopy interval based on a pathologic size scale requires more research and evidence in the future.
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